idea that the body is poisoned by the contents of the large gut, a reflection of the Victorian obsession with constipation. In "floating kidney" and "visceroptosis" the internal organs were thought to have dropped, necessitating treatment by the new art of abdominal surgery. These diseases did not kill those who suffered from them, though some of the treatments devised for them did. None of them is recognized today though many of the symptoms and signs on which they were based are still with us. However, status lymphaticus did kill its victims, who were mostly healthy children. Many of them literally dropped dead.
Status lymphaticus (or status thymo-or thymico-lymphaticus or lymphatism) was defined as a disease that resulted in sudden death, mostly in children and young people, with apparently no specific cause, or only that of a small shock or trivial stress. It was nearly always fatal, though occasionally the patient was revived. Sudden, unexpected death was its main feature and it was seldom diagnosed while the patient was alive. Some even said diagnosis was impossible and that therefore the mortality rate was 100%.
The disease was first described in 1889 by A Paltauf of Vienna and soon became prominent in the western world.3 The medical journals between 1890 and 1935 contain many case-histories, editorials and articles about it. In the American Surgeon-General's Catalogue for 1911 the list of references to status lymphaticus filled an entire column. In the next Series, 1931, they filled two columns. The current database of MEDline, which gives medical references since 1965, does not even mention it.
In Britain, medical students were taught about this disease and its dangers at least until the 1950s. It also became important from the medico-legal point of view, particularly in distinguishing between natural and unnatural causes of death when the doctor did not know the cause or might be held responsible, or in exonerating a mother or nursemaid who might have "overlaid" her baby. In the 1950s one hospital pathologist attributed almost all difficult deaths to it.4 Yet now, as far as doctors are concerned, it does not exist and it never did exist.
We need to know something of how it came into being. During the nineteenth century many changes led to the description and delineation of status lymphaticus. There were, of course, the general changes affecting society and the medical profession, particularly secularization and humanitarianism, including slow and subtle changes in attitudes towards children. There were also specific changes that drew attention to sudden death in children. Such deaths had always happened occasionally (as they still do), but they were uncommon. It may be that increasing concern for children enhanced awareness of these fatalities but there was also a new kind of sudden death that was specifically associated with the medical profession. After 1847 deaths occurred during the administration of chloroform and occasionally of ether. These did not always concern children, but when they did, they attracted particular attention.
Chloroform Deaths
Ether was difficult to use. In Britain it was soon largely replaced by chloroform, which was easier, cheaper, less explosive and pleasanter for the patient. After Queen Victoria was given chloroform in 1853, it became popular, but there was a snag. Every now and then a patient, usually a young person, died suddenly and unexpectedly under its influence. Estimates varied as to how often this happened. The commonest estimate of once in 2,000 to 3,000 anaesthetics was enough to cause alarm, but many thought it was more frequent. In an editorial of 1910, the Lancet informed its readers that it was "a well-known fact that only a small proportion of deaths under anaesthesia in private practice ever come to the notice of registrars or of coroners."5 These deaths sometimes occurred after only a whiff of the vapour or during a minor surgical procedure and often to young patients who seemed to be in good health. Death occurred so suddenly that everyone was taken aback.
Individual chloroform deaths were chronicled in the medical journals. Week after week in the British Medical Journal and the Lancet, the Edinburgh Medical Journal, the Journal of the American Medical Association, Presse me'dicale and the many Germanlanguage medical journals there were case-histories and headlines-'Another death from chloroform', 'Yet another death from chloroform', 'Two more deaths from chloroform', deaths at St Mary's, at Guy's, in Edinburgh, Boston, Paris, Berlin, and there were suggestions that many more such deaths occurred in private practice and were being covered up.6 Clearly the medical establishments throughout the western world were seriously worried about these deaths. Typically, the Lancet pronounced:
The profession and the public at large are ... becoming alarmed at the repeated instances of death brought on by the inhalation of chloroform, and it is for ourselves a melancholy duty to record these unfortunate instances.7
That was in 1853. It was to get much worse. In 1869 the British Medical Journal published a long editorial called 'Chloroform accidents' beginning, "Recent facts have been by no means encouraging as to any diminution in the dangers of anaesthetics" and comparing the situation to "a plank bridge across the Thames"-safe for some but "hardly to be recommended for general use".8
Some doctors believed that the deaths were due to lack of skill on the part of anaesthetists but many revised this idea when they experienced one of these mysterious cases themselves. Then they were more inclined to think that there must be a specific pathological cause, something wrong with the patient that had not been detected. This is understandable. Reading through these cases it seems certain that some of the deaths were due to careless or inexperienced anaesthetists but equally clearly that some of them happened in experienced and careful hands. The Lancet bewailed the fact that "fatal cases have occurred with the most practised and scientific chloroformists".9 and also "Chloroform takes away pain but it also takes away life". 10
There were enquiries and committees and chloroform commissions but people still wanted to know why these deaths occurred. S Most children who died had suffered from severe or debilitating illness. It was not realized that such an illness diminishes the size of the thymus so that healthy children who die suddenly and unexpectedly tend to have bigger thymuses than others. It was assumed that a large thymus was a feature of sudden death and so was the cause of death. An example was the case of a previously healthy child of five who was found twitching and dying on a staircase. Its thymus was "large" and the cause of death was recorded as status lymphaticus. Next day a plumber was found twitching and dying in the same place. It was then discovered that there was a loose flap on the staircase that touched a naked cable that carried the city's electricity supply. '6 The idea that a large thymus was a sign of health rather than of disease developed gradually. In the 1860s the physician Samuel Wilks, who taught that the "plump and rounded bodies" of children with large lymph tissue was a sign of health, was apparently unusual in his belief.17 In 1904 the pathologist Leonard Dudgeon wrote: "We are able to judge with some degree of certainty the state of nutrition of a child by a macroscopical and microscopical examination of the thymus gland", but he did not deviate from the conventional view that children could be killed by their thymus glands.'8
There had long been doubters. For instance, in 1886 even before status lymphaticus had been delineated, the shrewd Guy's physician Charles Fagge wrote in his textbook, "As a matter of fact, it is now certain that there is no relation whatever between laryngismus and the state of the thymus."'9 The clearest statement came much later, from the distinguished physician Humphry Rolleston in 1936. He commented on the thymus: "its real size is seen only in cases of sudden death in health, and these are the cases in which it is commonly regarded as enlarged".20
In the nineteenth century it was widely believed that a large thymus could lead to sudden death. There was a double tradition concerning the thymus. In 1830 J H Kopp had emphasized it and drawn attention to what he called thymic asthma-attacks of breathlessness on inspiration which sometimes led to death and were believed to be due to an enlarged thymus. In his opinion, they were caused by mechanical pressure from an enlarged thymus which could result in sudden death.2' There were also sudden inexplicable deaths without previous breathlessness but with a "large thymus". This was often equated with "laryngismus stridulus" or "laryngismus". Sometimes these conditions were regarded as variations of the same.
[It is] characterized by crowing inspirations, or by momentary suspension of the act of respiration; these attacks occur suddenly, and at irregular intervals, are of short duration, cease suddenly, and are unaccompanied by cough, or other signs of irritation of the larynx. If the disease progresses, it becomes associated with other convulsive symptoms, as strabismus, distortion of the face, carpopedal spasms, or general convulsions.22
It was sometimes classified with the neuroses and was thought to be due to strangulation by a large thymus gland. In one series of 30 cases, 24 of them were under one year and all were under four.23
Strangulation by the thymus gland was difficult to justify as the cause of sudden unexpected death without previous symptoms, for example, under chloroform. Some people postulated spasm of the glottis, but this was unsatisfactory. In 1858 a German physician, A Friedleben, wrote a book on the thymus and carefully studied the possibility of pressure causing death.24 He concluded that it was unlikely that an enlarged thymus could mechanically obstruct the circulation or interfere with respiration, and announced, "There is no thymic asthma". But the popular view in the profession continued to be that pressure from an enlarged thymus could cause sudden death, and cases continued to be reported into the twentieth century.
Status lymphaticus
In 1889 and 1890, in two parts of the same investigation, Professor Paltauf gave an explanation that fitted the need. He doubted that mechanical pressure of the thymus could kill. He had examined many corpses after unexplained sudden death and described 19 The race was now on to diagnose status lymphaticus before sudden death occurred, and to apply treatment that would prevent it. This was even more urgent after the introduction of the antitoxin for diphtheria, which came onto the market in 1892 and soon became a routine treatment. The mortality from diphtheria fell rapidly but some patients died suddenly when given it. One of these deaths received a lot of publicity. In So the Registrar-General had decided to tabulate as a secondary classification all deaths where there was a mention of anaesthesia. There were 276 in England and Wales that year, fairly evenly spread between the sexes aged from one to over sixty-five. Status lymphaticus was held to have caused thirty-one of these, all of them male. He did not explain the omission or absence of female deaths.52 In a later report he attributed the excess death rate in males to operations for hernia and phimosis in infants.53
By this time irradiation of the thymus in children was becoming a standard prophylactic measure before surgery or anaesthesia54 but more critical attitudes and appraisals were beginning to emerge. For example, pathologists were actually weighing and measuring the thymus. As long ago as 1832 Astley Cooper had summed up the literature and concluded that the thymus weighs 1/2 oz (15g) at birth, continues to grow for two years, then atrophies.55 The first edition of Gray's Anatomy (1858) gave much the same information.
Various and varying weights were published. In 1898 Osler referred merely to "hyperplasia" and "enlargement" but gave no weights.56 In 1904 Dudgeon wrote, "It is doubtful whether we ought to give any exact normal weight for this gland".57 He emphasized the enormous variation in existing records, which he then summarized, warning that "We must be careful, however, not to put too much stress on the weight of the thymus".58 Nearly half a century later Sir Geoffrey Keynes found the need to write, "It seems to be extraordinarily difficult to get at the truth concerning even the size of this enigmatic organ".59 He drew attention to the wide variations, having found weights of adult organs varying between 2.7g to 32g and said the condition was "a great standby for coroners ... There is much comfort to be derived from the application of a familiar label, even though it is really no more than a confession of ignorance." It seems likely that this helped the "disease" to last so long with so little evidence to support it. In spite of the evidence against it, it continued to suit people's beliefs, hopes, and fears.
The "familiar label" of status lymphaticus continued to be applied. X-rays and still occasionally surgery were increasingly recommended for "enlarged thymus", usually diagnosed by percussion and X-rays. Yet percussion of the chest of a small infant is an unreliable way of assessing the size of the underlying organs. So was X-ray, particularly when the standard of normality for X-rays of the chest was worked out on adults standing upright and holding their breaths. A baby will not stand up and hold its breath. Its anatomy also differs from the adult and changes rapidly during the weeks after birth. So does the X-ray picture of heart and lungs. The big shadow in the middle of the chest varies in size according to respiration and heartbeat. It also varies according to the angle of the beam with which the radiograph is taken, which is different in a baby from an adult. So it is 51 Ibid., p. xcii. gland, London difficult to know what you are looking at. But it was to be many years before the ability to assess the size of the thymus by this means was questioned and eventually rejected. This is a typical example of lack of attention to norms before diagnosing abnormality.
Savill's System of clinical medicine, much used by students and practitioners, emphasized the success of X-rays in the treatment of status lymphaticus and recommended them as "the method of choice".60 The first edition of Price's Textbook of medicine, published in 1922, recommended that "operation and removal of the thymus must be considered without delay" when the diagnosis had been made, the alternative treatment being X-rays.61 In a later edition, Lord Horder (and J W McNee) pointed out that the diagnosis was usually made only in the post-mortem room, but praised the use of X-rays in diagnosis. 62 A Swedish pathologist, J A Hammar, devoted many years to the study of the thymus, including the normal thymus. He produced much evidence to suggest that status lymphaticus was not a valid disease entity and he denied the existence of "thymus death".63 In 1923 an extensive review criticized the lack of rigorous analysis in the literature, rejected the idea of thymic suffocation and argued that there was little firm evidence of status lymphaticus.64
But the conditions that created a "need" for the disease continued to exist. While pathologists were beginning to question, anaesthetists were increasingly certain of the diagnosis. There is a marked difference in the literature of the two professions. A growing number of anaesthetists and others wrote on the subject of status lymphaticus, taking its existence for granted and stressing the importance of diagnosing the condition in advance and the difficulty of doing so.65 One stated "there is no disease of greater medico-legal importance" and some urged that a Royal Commission be appointed to look into it.66 Others drew attention to the success of surgery or of "cure" following "application of Xrays to the throat".67
Status lymphaticus was diagnosed so widely and seemed to be such a problem that Professor Edward Emrys-Roberts organized an ad hoc committee to enquire into it. In 1925 the members came out strongly against even the existence of the condition but there were too few records to deduce any authoritative conclusions.68
The following year, 1926, a committee of investigation was formed by the Medical Research Council and the Pathological Society of Great Britain and Ireland. It consisted largely of pathologists who had seen cases of status lymphaticus only in the mortuary. In a preliminary report they concluded that the normal thymus varied considerably in size 60 Thomas Dixon Savill, A system ofclinical Entwicklungsgeschichte, 1906, pp. 91-182 (quoted in medicine, dealing with the diagnosis, prognosis, and Rolleston, op. cit., note 20 above, p. 439). treatment ofdisease, for students and practitioners, 64 Hart, op. cit., note 27 above.
and that in cases of sudden death there was no greater incidence of large thymuses than would be expected by chance. They insisted "there is no evidence to show that there is any connection between the presence of a large glandular thymus and death from unexpected or trivial causes".69 In 1927 an extensive analysis of deaths from status lymphaticus announced as "a critical examination of a curious phase of modem medical teaching",70 said that diagnosing in life was "largely nonsense",,71 and that if thymic weight is the criterion, status lymphaticus and its associated conditions were "mere verbalisms".72 Such a diagnosis has "no more value than affirmative evidence in cases of witchcraft" and "the diagnosis ought to be abandoned."
In cases of sudden death, the old inquest verdict of "Died by the visitation of God" is at least as scientific as and more modest than "Status [Thymicus" or] "Lymphaticus"; "Cause unknown" is to be preferred [ Among these objectors was Alan Moncrieff, Professor of Child Health at the Hospital for Sick Children, Great Ormond Street-a powerful position. He was also medical correspondent to The Times. He remained convinced that one could diagnose an enlarged thymus clinically and with X-rays and that, once diagnosed, it should be irradiated. At a meeting at the Royal Society of Medicine in 1937 he described twelve young children with symptoms "which appeared to be associated with enlargement of the thymus gland as shown on X-ray examination of the thorax".80 He pointed out that the MRC committee had been concerned with "pathological material only" since they believed that the condition could not be diagnosed during life and the other evidence was also concerned with post-mortem material. He said that it was now possible, radiologically, to obtain knowledge of the size of the thymus during life. Size could be varied by treatment and symptoms disappear after treatment. He protested at the Lancet leader that had proclaimed the end of the condition.81 He showed X-rays of the chests of patients whom he had irradiated and stated that, in his opinion, "syncope, dyspnoea and fits in young infants, associated with thymic enlargement, does not appear to have been recognized sufficiently in this country",82 insisting that, "as soon as possible after an enlarged thymus has been proved by X-ray examination, in an infant displaying the alarming symptoms recorded above, the size of the thymus should be reduced by suitable radiation." He said that he did not have the courage to withhold such treatment while trying out other forms of therapy.83
Moncrieff was strongly criticized in the ensuing discussion. One critic doubted whether the wide variety of symptoms that he described could all be caused by thymic enlargement and also questioned his interpretation of X-rays, pointing out that the mediastinal shadow varied with respiration. Others were also critical. Moncrieff was unmoved and one of his former house physicians told me that many years later he was still irradiating thymuses.
Meanwhile chloroform had gone out of fashion, its dangers widely recognized. It was now seldom used except in induction (mixed with ether) and in emergencies. Increasingly, reports indicated that symptoms attributed to status lymphaticus were due to other causes. Status lymphaticus was splitting up into different entities, and chloroform deaths were being attributed to chloroform. From the late forties there were reports of "cot death" as a separate condition and attention began to focus on that. Other anaesthetics such as Trilene were becoming available. This lessened the need for the existence of status lymphaticus.
In 1939, Henry Cohen wrote, "The term 'status thymico-lymphaticus' is, on the present evidence, a meaningless term giving an air of profundity to what is a confession of ignorance, for it can mean only that 'this person has died suddenly from an unexplained or trivial cause'."84 Yet in the same year the eleventh edition of Savill's book still listed status lymphaticus as a cause of sudden death and said that X-ray treatment "appears to be successful". 85 Paediatricians remained divided. The following year 1950, the journal Cancer reported that of twenty-eight patients under the age of eighteen with cancer of the thyroid, ten had had their thymuses irradiated in infancy. The authors showed that cancer of the thyroid, a rare disease in children, was 100 times commoner in those irradiated early in life than in those who had not been irradiated.90 Somewhat chillingly, they went on to recommend, instead of X-rays, "an aggressive surgical attack on the thyroid glands and cervical nodes."91
The possible significance of the cancer evidence took some time to penetrate. Many anaesthetists and paediatricians were still supporting the concept of status lymphaticus. A typical textbook still referred to "the pale, flabby child with enlarged tonsils and adenoids and general enlargement of lymph glands and 'night-crowing', in whom the diagnosis is established by X-ray of the chest.92 The author suggested that even if the condition is present, death can be avoided by a skilful anaesthetist. Most By 1955 the unusual incidence of cancer in those who had been irradiated was widely known and discussed.96 For over forty years it had been known that X-rays could cause cancer. It may seem strange that no one appears to have thought of the possibility of such cancer in irradiated children. Perhaps, like the chloroform deaths, these cases were still rare but the treatment had led to an enormous increase in a rare disease especially since irradiation of the thymus was, for some paediatricians, a routine procedure for normal infants.
There was no immediate scare about this but some took notice. However, the dangers of radical surgery were by now well-known, and luckily the fashion did not revert to that. 
Conclusions
Status lymphaticus was a disease that filled a need that was brought to a head by the occasional, unexpected deaths that occurred under chloroform. It also explained other mysterious deaths. It was widely accepted, described in all the textbooks, then led to controversy and harm to patients, and was finally deemed never to have existed. Gradually the deaths that would have been attributed to it acquired different and separate "causes", including "cot death", SIDS, anaphylactic shock, overwhelming infection, myocarditis and so on. The story shows how medical practitioners and researchers responded to current ideas then and how slowly and patchily this occurred. It shows how, when people are strongly motivated or have fixed beliefs, they are not deflected by evidence and they defend their positions strongly. Eventually the old guard retires and others take their places-often the future old guard. It also shows the way in which the construction of a disease and its treatment can, years later, have important and unforseen consequences. Similar stories are unfolding today.
